Purpose. Health care institutions are required to routinely collect and address formal patient complaints. Despite the availability of this feedback, no published efforts explore such data to improve physician behavior. The authors sought to determine the usefulness of patient complaints by establishing meaningful categories and exploring their epidemiology. Method. A register of formal, unsolicited patient complaints collected routinely at the Wake Forest University Baptist Medical Center in Winston-Salem, North Carolina was used to categorize complaints using qualitative research strategies. After eliminating complaints unrelated to physician behavior, complaints from March 1999 were analyzed (60) to identify complaint categories that were then validated using complaints from January 2000 (122). Subsequently, all 1,746 complaints for the year 2000 were examined. Those unrelated to physician behavior (1,342) and with inadequate detail (182) were excluded, leaving 222 complaints for further analysis. Results. Complaints were most commonly lodged by a patient (111), followed by a patient's spouse (33), child (52), parent (50), relative/friend (15), or health care professional (2). The most commonly identified category was disrespect (36%), followed by disagreement about expectations of care (23%), inadequate information (20%), distrust (18%), perceived unavailability (15%), interdisciplinary miscommunication (4%), and misinformation (4%). Multiple categories were identified in 42 (19%) complaints. Examples from each category provide adequate detail to develop instructional modules. Conclusion. The seven complaint categories of physician behaviors should be useful in developing curricula related to professionalism, communication skills, and practice-based learning.
"A complaint is a gift." This popular business adage suggests that the message within a customer's complaint offers valuable feedback. 1 Many business organizations use systematic complaint management to learn how to better serve their customers. Although accrediting organizations have long mandated that hospitals systematically attend to patient complaints, complaint data have only been recently recognized as a tool for management and quality improvement in health care. 2, 3 More than one third of patients in the United States experience some degree of dissatisfaction with hospital care, 4 yet only a minority of these patients actually complain following a dissatisfying experience, and even fewer lodge a formal complaint. 5 Despite this selection bias, such complaints offer a systematic strategy for feedback about objectionable physician behavior. Twenty percent of patient complaints derive from problems in communication between patients and health care providers, and 10% arise from some form of perceived disrespect. 6 Not only do patient complaints offer potentially valuable feedback, they also have prognostic value. The number of patient complaints lodged against a provider is positively associated with the number of malpractice lawsuits subsequently filed. 7 The study of patient complaints could help in modifying problem behaviors of practicing physicians, reducing medicolegal risk, and thereby improving provider and institutional quality. However, the opportunity to prevent patient complaints before they arise through education of physicians-in-training is even more compelling. Because of the high prevalence and prognostic value of patient complaints, all physicians should better understand their nature, content, and value. Educational approaches based on analysis of patient complaints may be useful tools for developing the communication skills and attitudes of physicians-in-training and for modifying objectionable behavior in practicing physicians.
Using a register of patient complaints at a single academic medical center, we performed qualitative analysis of all unsolicited patient complaints over a one-year period with the goal of identifying core problems that better communication skills could improve. Our findings represent substrate for developing useful educational interventions to improve patient satisfaction and fit well with the growing emphasis on professionalism, physicianpatient communication, and practicebased learning in medical education.
METHOD
The Wake Forest University Baptist Medical Center (WFUBMC) is a 600-bed academic medical center in Winston-Salem, North Carolina. Clinical activities include 50,000 hospitalizations and 200,000 outpatient visits annually. The Patient Relations Department at WFUBMC serves as the clearinghouse for all complaints from patients or family members about health care services.
Detailed records on all formal patient complaints have been collected and stored by the Patient Relations Department since 1977. The purpose of collecting complaints in an organized registry in this office is in part to satisfy the requirements from the Joint Commission on Accreditation of Health care Organizations, which periodically accredits WFUBMC. All complaints, whether filed in person, by telephone, letter, or e-mail, are documented and stored in the registry. In addition to the actual reason for the complaint, the relation of the complainant to the patient, and the response of the Office of Public Relations are documented with each registry entry. Demographic characteristics (gender, race, or age of the patient, or of the physician[s]), were not routinely coded in the registry and thus were not available for our study.
The research protocol was approved by Wake Forest University's Institutional Review Board. Because we aimed to analyze the meaning of and reasons for patient complaints, a qualitative design was the most appropriate research strategy. Reliability and validity were established through peer examination and audit trail techniques. 8 We used a pilot study sample of 60 complaints registered in March 1999 to identify complaint categories. Five reviewers including the director of hospital organizational development, director of patient relations (AS), a physician investigator (MMW), a nonphysician investigator (SBK), and a qualitative science researcher (JB) each reviewed complaints separately. A focus-group session of the reviewers was then convened to negotiate common themes for subsequent analysis. We thus identified seven distinct categories of complaints:
1. Perceived availability. This type of complaint related more to the physical absence of the clinician than to a problem with adequacy or quality of information communicated from the physician. Specific complaints included unanswered phone calls to the physician's office and lack of frequent enough follow-up care following a procedure. The unavailability of the supervising physician was often the specific objection. 2. Disrespect. These complaints related to patient perception that the health care provider's discourtesy was intentional. "Rudeness," "abuse," "condescending," and "insulting" were terms that we often encountered in these complaints. 3. Inadequate information. These complaints reflected the health care provider's failure to provide information in a timely, appropriate, and simple manner.
Disagreement about expectations of
care. These complaints reflected the differences in expectations regarding services or approaches between patients and family that appeared to change upon transfer of care to a different setting or to different personnel. 5. Distrust. This category of complaints often reflected the questioning of authority and often related to the level of seniority of the clinician. 6. Interdisciplinary miscommunication.
Complaints in this category typically expressed the perceived inadequacy of communication between health professionals, sometimes between physicians involved in a case, sometimes between disciplines or institutions (e.g., referring physician to emergency department, physician to pharmacy). 7. Misinformation. These complaints reflected that the patient or person lodging the complaint felt misled by a proposed plan that was not subsequently carried out.
These same reviewers then used an abstracting themes form to code complaints from January 2000 (122 complaints) to ensure the validity of the categorization scheme. Group discussions of the five reviewers provided peer review of the data to analyze and interpret findings comprehensively.
Of the 1,746 unsolicited patient complaints received by the Patient Relations Department during the year 2000, 1,342 complaints about the support environment (i.e., food service, excessive waiting,) were excluded from analysis in order to focus on physician-patient communication. The remaining 404 complaints were identified by the director of patient relations as relating to physician communications. After an additional 182 complaints were excluded because of inadequate detail, the same reviewers reviewed the remaining 222 complaints using a standard abstracting form. For validity purposes, each complaint was reviewed by two reviewers on the team and categorized into the relevant predetermined categories. Complaints could be placed in multiple categories. We characterized complaints by relationship of the complainant to the patient.
RESULTS
Of the 222 complaints we analyzed, most came from a patient (111), followed by a patient's wife (27), husband (6), child (52), parent (50), other relative or friend (15) or a health care professional. 2 As for the distribution of complaints among the seven categories, 36% were disrespect, 23% disagreement about expectations of care, 20% inadequate information, 18% distrust, 15% perceived unavailability, 4% interdisciplinary miscommunication, and 4% misinformation. Forty-two complaints (19%) were judged to fit at least two complaint categories. Three complaints were judged to be relevant to three categories, and one complaint to four categories. The following are representative examples of complaints from the seven categories. Each complaint is presented as it was summarized by the interviewer.
Perceived Unavailability
A patient complained that she had difficulty getting in touch with anyone every time she called. She stated that on one occasion, it was two and a half weeks before someone called her back. She stated that on another occasion, it was ten days before anyone called her back. She further complained that she came for a clinic appointment with an appointment card that had that time and date on it, but she was told that her appointment was the next day, and they "refused to see her." A patient's wife expressed concern because after her husband's surgery, no one contacted her for three hours and she thought something was going wrong with the surgery, until finally she was told her husband was in the intensive care unit and she went to see him. She was told that her husband's physician had been looking for her for the past two hours but had had to go to surgery. She didn't understand why they were not able to find her because she had been in the surgical family waiting room the entire time.
Disrespect
A patient's wife expressed concern because a house officer had been "rude and condescending" to her husband. She said that they were told that the house officer had been in the military before he came here and that was why he came across as he did.
The wife of a patient called to express concern about the patient's physician. She stated that her husband was in excruciating pain from 10 AM until 4 PM, and he wasn't given anything for pain. She stated that the physician was "cocky and had an arrogant attitude." The wife stated that she felt the physician "had no bedside manner whatsoever with adults."
Inadequate Information
The sister-in-law of a patient called to complain that the patient's mother was staying with the patient all the time, and no one had explained anything to her about [the patient's] condition and why his surgery would not be done until the following Monday.
The wife of a patient expressed concern that when she requested test results for her husband, a physician gave her a print out of the results without even speaking with her. She stated that she felt she deserved more of an explanation.
Disagreement about Expectations of Care
[The daughter of a patient] stated that her mother had not been ordered the medications that she had been receiving at the nursing facility she was transferred from. Her mother was to be discharged, but her oxygen level was not as high as it should have been and her chest radiographs noted that she had pneumonia.
A deceased patient's wife expressed concern because she felt that they were of the understanding that her husband would be put on a heart transplant list and he was not. She said that only after he died did she learn that he was not seriously being considered because he was 59 years old and a diabetic. She said if they had fully understood his physician's intention not to put him on the transplant list that they would have gone to another hospital.
Distrust
[The husband of a patient] stated that the resident physician failed to call his wife's neurologist before changing her medication even though his wife asked him to. He further complained that he felt his wife was given pain medication that was too strong, and he felt she may have had a reaction to the medication after discharge. He stated that when he took her prescription for methadone to get it filled after discharge, the pharmacy would not fill it because it had not been appropriately stamped.
A patient and his wife expressed concern that his cancer was not diagnosed in a timely manner. They stated that they would like copies of his MRIs taken earlier reviewed again to determine if indeed his tumor was missed on the MRIs.
Interdisciplinary Miscommunication
The father of a young child expressed concern about the lack of information and continuity in his child's care. He stated, "One doctor will come in and say they are going to do one thing and someone will come in later and say they're going to do something else." The father stated, "It seems the left hand doesn't know what the right hand is doing."
The mother of a young patient expressed concern about confusion surrounding her son's appointment. She stated that after waiting a long time to be seen, the physician who came in to see the patient asked why he wasn't being seen in a different subspecialty clinic. The mother stated that no one seemed to know why the patient was there, and it seemed that he needed to be somewhere else.
Misinformation
The daughter of a patient complained that her father's physician had agreed to end all life support for her father, including the vent, and only give him medication to keep him out of pain, but she found out that morning that this had not happened. She stated that the physician [had] indicated that when this was done [the patient] would probably not live through the night, and the family stayed with her father all night expecting him to expire at any time. The daughter stated that she felt they had been misled, and the family wanted the patient's and the family's wishes to be carried out.
A patient complained that the doctors on rounds in the morning told him that he would not be having a procedure that day so he went ahead and ate breakfast and lunch. Then he was told that he was going to have a procedure but that it couldn't be done because he had eaten.
DISCUSSION
The examples of unsolicited patient complaints shown here should be familiar to most practicing physicians. Managing patient complaints is a routine part of medical care, and a communication skill worth cultivating and refining, regardless of the practice setting. Conversely, when a patient complaint is not anticipated, acknowledged, and managed by the physician, adverse consequences can result, such as noncompliance, weakening or rupture of the physician-patient relationship, or litigation.
The designation of a centralized management office or system for patient complaints is required for health care institutions seeking accreditation. 9 After reviewing complaints from our institution, we were surprised that this valuable resource is not better understood or used to improve communication skills. In fact, the only published analysis of unsolicited patient complaints come from a single institution. 6, 7, 10 Our findings suggest a categorization scheme for unsolicited, formal patient complaints that should be useful to educators and health care institutions interested in improving clinicians' communication skills. Although our qualitative research process identified seven distinct categories of complaints, individual complaints often related to several complaint categories. This finding is consistent with the study of unsolicited complaints from Pichert et al., 10 who showed that more than 40% of unsolicited patient complaints contained more than a single complaint and one third actually contained three or more complaints. The formal complaint may actually be multiple grievances that ultimately surface as one specific complaint. Pichert et al. categorized unsolicited complaints into six categories: communication, care and treatment, humaneness, access and availability, environment, and billing. Although our seven categories of complaints related to physician behavior are similar to those from their study, our findings point to important subdomains for improving communication.
As disrespect is the only category that suggests ill intent on the part of the physician, it may seem surprising that this category is so well represented among formal complaints. Pichert et al. 10 likewise found that the prevalence of rude behavior was surprisingly high (13% of total complaints) at their institution. The high prevalence of disrespect in these two studies may be explained by the simple fact that unsolicited formal complaints represent the most egregious physician misbehavior in the patient's view and thus are most likely to surface in the office that collects such complaints. The two categories that reflect discordant messages from health care team members (interdisciplinary miscommunication and disagreement about expectations of care) are disturbing given the growing trends in teambased care, subspecialization, and fragmentation of care. Three categories (distrust, inadequate information, and misinformation) point again to the importance of ensuring that communication skills remain a high priority for all physicians.
The limitations of our study are worth noting. Our findings are from a single academic medical center. As a result, complaints related to distrust of younger physicians in training may be overrepresented compared with nonacademic settings. Second, as already mentioned, our findings represent only a subset of complaints that are raised in the course of clinical practice. In one view, these unsolicited complaints represent complainants who care enough to actually take time to lodge a formal complaint and thereby help the institution improve its services. 2 Because most dissatisfied patients leave silently with the intention of never returning, the data reported here are not generalizable to all complaints by patients. Although our analysis should be replicated at other institutions before formulating a curriculum on complaints, our study offers valuable first lessons to the institution and to physicians willing to learn from them.
Our ultimate goal is to use this resource of unsolicited patient complaints in medical education. Although better systems of complaint management could undoubtedly be useful in remediation of offensive practicing physicians, 7 it is our opinion that using complaints in undergraduate or graduate medical education makes even more sense. The growing emphasis on professionalism and quality improvement in training programs argues further for listening to the patient's message (gift) in these unsolicited complaints. Although we now use these complaints routinely in our interactions with learners, our next step is a more systematic strategy of using complaints to promote practice-based learning.
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